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CONGENITAL DEFECTIVE OCULAR MOVEMENTS. 

Dr. W. Leszynsky presented a boy of four years who had 
been referred to him on April 21, 1896, by Dr. A. B. Tully. 
The child had been born at full term, after a short and normal 
labor. Between the fourth and fifth months of pregnancy, the 
mother had been greatly frightened by seeing a child killed by 
a fall. Toward the end of the first year, the child began to 
draw his head backward, and it was then noticed that his eyes 
turned inward. Examination last April showed convergent 
strabismus, pupils normal; tongue protruded well; teeth well 
developed. The measurements of the head came within the 
physiological variations of the fully developed adult skull. The 
heart and lungs were normal. Dr. Tully found a hypermetro- 
pia of four dioptres. Glasses were fitted to the eyes, and on his 
next visit the backward movement of the head had much di¬ 
minished, as had also the convergence of the eyes. There was 
slight lateral oscillation of the right eyeball. He was unable 
to move either eye outward beyond the middle line. There was 
absolutely no action of either externus, showing that conjugate 
action was not wholly absent, being performed by the respect¬ 
ive interni. There was no indication of abnormality of the other 
cranial nerves. The parents of this child were healthy, and 
there were six children, all healthy and well developed, ment¬ 
ally and physically. The speaker said that uncomplicated con¬ 
genital absence of outward movement of .both eyes, so far as 
he knew, had been quite rarely observed. All recent writers 
agreed that the terms, “ abducens paralysis ” and “ nuclear 
paralysis ” were inaccurate. These congenital defects were 
almost always due to defects in the development of the ocular 
muscles, and the neves were usually normal. Post-mortem 
examination had shown complete absence of the muscles, or it 
they were present, they were ill-developed, or attached to the 
eyeball in abnormal positions. The case presented was one 
of congenital arrest of development, affecting the recti muscles, 
or possibly, a case of faulty insertion of these muscles. 

Dr. Terribery asked if the pharyngeal vault of this child 
had been examined for adenoids, as the position of the head 
and the expression of the face would suggest the presence of 
such a condition. 
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Dr. Leszynsky replied that this had not been done, but the 
position of the head seemed to be due to the effort made to see 
objects above the ordinary plane of vision. 

The President said that he had reported one case of double 
ptosis, with double rectus externus paralysis. He had always 
regarded these cases as examples of congenital nuclear defect. 
It seemed to him rather difficult to uphold the view that it was 
a muscular defect. 

HYSTERICAL AMBLYOPIA. 

Dr. J. Arthur Booth presented a case of functional or 
hysterical amblyopia. The patient, a young woman, had had 
an attack of la grippe two years ago. Previous to this, her 
health had been good, but since then she had not been well. 
There had not been any trouble with the eyes, however, until 
about two weeks ago, at which time she suddenly became blind 
in one eye. When he saw her, three days ago, there was an 
entire absence of any lesion of this eye. He proposed to try 
treatment by hypnotism, and would present her at the next 
meeting of the Society to show the result of this treatment. 
He had given her one seance, and as a result, she had been able 
to see the fingers at a distance of about two inches. She is 
anaemic, has crying spells, and a globus hystericus. 

MUSCULAR FATIGUE FROM OCCUPATION. 

Dr. Terribery presented a male negro, thirty-two years of 
age, who had been a cigar maker for the last twenty years. 
With the exception of malaria in his youth, he had not been 
sick, and had been temperate in the use of both alcohol and 
tobacco. There was no evidence of syphilis. In the latter part 
of August, 1895, he noticed a slight weakness in the right hand 
This became so pronounced soon afterward that he was com¬ 
pelled to quit work for a few months. Examination of the 
right upper extremity showed it to be entirely normal, witii 
the exception of slight weakness in the general movements. 
The position of the affected hand was also somewhat different 
from that of the other. There were no sensory phenomena, 
and the voluntary motor paths were free. The speaker said 
that he presented the case chiefly to exhibit the peculiar atti¬ 
tude assumed when the man endeavored to get through the 
motions of rolling a cigar. After the first movement, it would 
be observed that the hand rolled out into complete supination. 
There did not appear to be any spasm of the muscles involved, 
but the hand was supinated by the preponderating action of the 
unaffected muscles. 
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SYRINGOMYELIA WITH PECULIAR SENSORY SYMPTOMS. 

Dr. Hirsch presented a youth who had come to him some 
time ago complaining only of pain in the left arm. Examina¬ 
tion showed very marked atrophy of the ulnar region, and the 
hand in the usual position indicative of ulnar paralysis. In 
addition to this there was atrophy of the supra- and infra-spin- 
atus muscles. The left pupil and the left fissure of the eyelid 
were smaller than those on the other side. The left patellar 
reflex was exaggerated. In several regions of the body there 
was marked analgesia with loss of the power to distinguish 
heat and cold. The patient said that the condition of the eyes 
had existed from early childhood. It was possible, therefore, 
that a gliosis or some other lesion had existed since childhood, 
so that at first the cilio-spinal centre was affected. Examina¬ 
tion of the eyeballs showed intentional nystagmus. If he looked 
to the right there would be a typical rotatory nystagmus, while 
it would be a purely lateral nystagmus if he looked to the left. 
Another peculiar feature was the distribution of the sensory 
disturbances. There was an area of marked analgesia extend¬ 
ing down to the fifth rib, and over both arms, while there was 
even hypersesthesia in both palms. There was also analgesia 
on the right half of the face, but not up to the median line. 
There was also a region of hyperaesthcsia around the hip. In 
the regions showing analgesia he could not appreciate heat or 
cold. On the other hand, while the palms were hypersesthetic, 
he could not distinguish here the difference between heat and 
cold. Another peculiar feature was that if the analgesia were 
tested centripetally, the border of the area would be removed 
toward the centre, wheras if tested centrifugally, the border of 
this area would be removed from the centre. The extent of 
this movement in the direction of the test was a little over one 
inch. 

ENCEPHALITIS FOLLOWING SUNSTROKE. 

Dr. J. Winters Brannan presented a woman, forty-two 
years of age, a laundress, who had been brought to Bellevue 
Hospital on August 10, 1896, suffering from sunstroke. She 
was unconscious on admission, and had a temperature of no° 
F. She had been in good health previously, but had been 
somewhat intemperate. Under the use of ice baths and stimu¬ 
lants she rallied from the sunstroke, although as late as the 
fourth day the temperature was 105° F. She remained in bed 
for about one month, and at the end of two months was able 
to walk a little with assistance. Her speech had remained quite 
indistinct. The movements of the arms were tremulous and 
decidedly incoordinate. Sensation was preserved everywhere. 
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The knee reflexes are almost entirely lost; there is no ankle 
clonus. Reaction to electricity is normal above the knees. 
There is no reaction to a strong faradic current below this 
point. Dr. Weeks examined the eyes with negative result. 
On attempting to walk, she nods her head. He looked upon 
the case as possibly one of multiple sclerosis. 

Dr. C. L. Dana said that he had seen a somewhat similar 
case following sunstroke, and he had looked upon it as one of 
non-suppurative encephalitis. Of course, encephalitis in this 
instance had subsided, and had left sclerotic patches in the 
cortex, and probably also in the base of the brain. She had 
had a high temperature ,and necessarily, therefore, such cere¬ 
bral congestion, that it was natural to suppose that there were 
a number of points of capillary hemorrhage with an inflamma¬ 
tory reaction leaving scars in the cerebral tissue. The case 
just presented seemed to be an exaggerated type of a class 
which were not particularly rare after sunstroke. It might be 
complicated by a neuritis, due to her alcoholic habits, which 
would explain the condition of the knee-jerks and the unsteadi¬ 
ness. 

Dr. Brannan said that the pupillary reactions were normal, 
and that it had been suggested to him at one time that she was 
suffering from a multiple neuritis. 

The President said* that during the past summer he had 
seen a number of cases in private practice after the period of 
severe heat, in which there were distinct symptoms of a gene¬ 
ral encephalitis. Some of the cases presented all the symp¬ 
toms of a “ convexity encephalitis/’ and one or two of them 
presented in addition distinct bulbar symptoms. Possibly the 
difficulties of speech in the case just presented might be inter¬ 
preted as being in part due to an involvement of a basilar portion 
of the brain. The diagnosis of multiple sclerosis could hardly 
be accepted, as the symptoms were not sufficiently pronounced. 

MULTIPLE SCLEROSIS IN CHILDREN, WITH A REPORT OF THREE 

CASES. 

Dr. L. Stieglitz read a paper with this title. He stated 
that the first reported case of multiple sclerosis in children 
had been published in 1881, together with the post-mortem 
findings. He had had the good fortune to observe three cases 
of the disease in children during the past year. A study of the 
literature of the subject had forced him to believe that the 
diagnosis of multiple sclerosis in a number of the reported 
cases could fairly be challenged. 

His first case was a girl of nine years, who had been born 
after a somewhat prolonged labor. The parents were healthy, 
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and there was no history of syphilis in any member of the fam¬ 
ily. When three months old, a number of furuncles appeared 
on the face and neck, and starting from one of these, an attack 
of erysipelas developed. There was prolonged high fever, but 
no convulsions. Soon after this it was noticed that her hands 
trembled. Her speech had always been slow. Two years ago 
she had a severe attack of scarlatina, and for some time after 
this the speech was worse. She is more or less emotional. 
When first seen on October 17, 1896, the pupils were equal 
and responsive, and there was no nystagmus. There was 
slight tremor of the tongue; the deep reflexes of the arm were 
lively,and the knee-jerks were exaggerated; ankle clonus could 
be elicited in the right foot. There was a marked intention 
tremor in both arms; there was no muscular atrophy. Her 
voice was harsh, and the speech slow and monotonous. Men¬ 
tally she was backward. 

The second case was that of a girl of eleven years, who had 
been seen first in September, 1895. There was no history of 
previous nervous or mental disease in the family. Her eyes 
had always been very prominent. For the past year she had 
lost control of the bladder very largely. She had also been 
weak, and unsteady on her feet. She was fairly developed; 
there was divergent squint and a fine nystagmus. The ophthal¬ 
moscope showed optic atrophy in both eyes. The pupils were 
large and responsive. There was a fine tremor of the fingers 
when at rest, and a marked intention tremor in both hands. 
The gait was that of an ataxic paraplegia of cerebellar origin. 
The knee-jerks were greatly exaggerated, and the ankle clonus 
was present on the left side. Sensation was perfect in all parts 
of the body. The speech was not affected, and the child ap¬ 
peared to be quite intelligent. Ataxic paraplegia, the speaker 
said, could be excluded by the eye symptoms. 

The third case was that of a girl of fifteen years, first seen 
on March 30, 1896. Shortly after an attack of what was ap¬ 
parently influenza, walking became unsteady and speech diffi¬ 
cult. Since then she had been subject to slight vertigo. Her 
voice was harsh, and speech required an effort. There was no 
nystagmus, and the pupils were responsive. The deep reflexes 
of the arms were very lively. The gait was that of spastic para¬ 
plegia. The knee-jerks were greatly exaggerated, and there 
was ankle clonus on both sides. She possessed average intel¬ 
ligence. 

Regarding the differential diagnosis, the speaker said that 
the following diseases would require consideration: Infantile 
cerebral palsy, syphilis of the cerebro-spinal axis, hereditary 
cerebellar ataxia, acute disseminated myelitis, tumor of the 
brain and hysteria. It was often very difficult to distinguish 
between infantile cerebral palsy and multiple sclerosis. In the 
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large majority of cases of the former the question of the pres¬ 
ence of disseminated sclerosis would not arise at all. Infantile 
cerebral palsy is either congenital or acute in its onset, and 
these facts are of much importance in making the diagnosis. 
Although the morbid process might not be absolutely station¬ 
ary, it was always localized and could not affect distant parts 
of the cerebro-spinal axis. In disseminated sclerosis the onset 
might be either acute or sub-acute, and the morbid process 
break out fresh again and again, adding new symptoms to the 
old. In a word, it might be said that multiple sclerosis is pro¬ 
gressive and retrogressive; infantile palsy is stationary. Inten¬ 
tion tremor, nystagmus and bradylalia are the rule in dissem¬ 
inated sclerosis, and the exception in infantile cerebral palsy. 
Syphilis of the cerebro-spinal axis, he said, was rare, but such 
cases had been reported in young children. The same con¬ 
siderations which hold good in the adult were of value in the 
young. Friedreich’s ataxia was to be distinguished from mul¬ 
tiple sclerosis by the knee-jerks being lost or diminished, the 
pupils normal, the speech halting and explosive, and by the 
rare occurrence of ocular nerve palsies . In hereditary cere¬ 
bellar ataxia the speech was hesitating and abrupt; there was a 
jerking nystagmus with optic atrophy and a contracted field 
of vision. Absence of heredity was of no diagnostic value. The 
presence of ankle clonus, nystagmus or optic atrophy would at 
once exclude hysteria. 

Regarding the etiology of the disease, Dr. Stieglitz said that 
both neuropathic taint and infective diseases seemed to play 
a part. The prognosis was more favorable in children than in 
adults. 

THE RELATION OF MULTIPLE SCLEROSIS TO MULTIPLE CERE¬ 

BRO-SPINAL SYPHILIS. 

Dr. B. Sachs read a paper on this subject. He said that- 
between multiple sclerosis and syphilitic diseases of the brain 
and cord there was an exceedingly close resemblance. In mul¬ 
tiple sclerosis and cerebro-spinal syphilis both the brain and 
cord might be affected. Both occurred between the ages or 
twenty-five and forty years. Nystagmus, intention tremor and 
scanning speech might be placed to the account of multiple 
sclerosis, yet he had seen nystagmus and scanning speech in 
some cases of cerebro-spinal syphilis. Syphilis was not con¬ 
sidered by many authors to be a factor in multiple sclerosis. 
He detailed several cases illustrative of the difficulties exper¬ 
ienced in making the differential diagnosis. If the disease in¬ 
vades the brain, the presence of nystagmus and scanning 
speech would help to determine the true nature of the disease, 



NEW YORK NEUROLOGICAL SOCIETY. 177 

but not so if it invaded the spinal cord. He thought the great¬ 
est stress should be laid upon the ocular conditions. In syph¬ 
ilis of the brain, nystagmus is rare. Ocular palsies occur in 
both affections, but are rarely as complete in multiple sclerosis 
as in syphilis of the brain. It was rare to find ocular palsies 
precede the development of other symptoms by a year or more 
as they often did in cerebral syphilis. He felt convinced that a 
complete immobility of the pupils on exposure to light and dur¬ 
ing accommodation is more common in syphilitic affections 
than in any others. This condition of the pupil could be ob¬ 
served also in those forms of hemiplegia due to a specific end¬ 
arteritis. A difference in the manner of response of the pupils 
was also very common in syphilitic affections. If all other 
signs fail, the behavior of the pupils would be a strong evidence 
in favor of syphilis rather than of multiple sclerosis. The com¬ 
plete immobility of the pupil is often the earliest and the most 
persistent symptom in brain syphilis. The optic nerve might 
be involved in both multiple sclerosis and brain syphilis. Optic 
neuritis was more common in syphilitic affections, while a 
partial atrophy was much more characteristic of multiple scler¬ 
osis. The very complete remission of all the symptoms for a 
period of months or years was very characteristic of brain 
syphilis. It was not impossible to conceive of sclerotic patches 
developing in persons previously infected with syphilis. The 
question could only be finally settled by careful investigation 
of the blood vessels. 

Dr. C. L. Dana thought that due credit should be given 
to Dr. Frankel for having made the diagnosis of multiple scler¬ 
osis in one of the cases Defore even Dr. Sachs or himself. He 
could not agree with Dr. Sachs that the other case was not one 
of general paresis. 

Dr. Joseph Frankel said that in one of the cases reported 
in Dr. Sachs’ paper, that there was an intention tremor of the 
head. It was present only when he turned his head in a certain 
way, and in the beginning of the disease it was not always to 
be made out. The cephalic extremity rarely manifested “ in¬ 
tention” tremor, but when it did, the tremor was no less char¬ 
acteristic than when of other parts of the body. Regarding the 
pure type of multiple sclerosis, he said that he would lay more 
stress upon the psychical symptoms than is usually done. Pa¬ 
tients with this disease have a peculiar expression of the face, 
the face being drawn up in a spastic state, and this spastic con¬ 
dition of the face is a manifestation akin to that existing in the 
extremities. There was a spastic condition in the lower ex¬ 
tremities—a. resistance to passive movements. In these pa¬ 
tients we get a clonus of laughter or a clonus of crying, just as 
in the lower extremities we get an ankle clonus. These pecu¬ 
liar psychical features are not observed in cerebral syphilis. 
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There was a higher state of spasticity in multiple sclerosis than 
in cases of specific paraplegia. This furnished a point of differ¬ 
entiation in some cases of hysteria. The lack of proportion 
between the spasticity and the amount of motor paralysis 
would enable one in some instances to make the differential 
diagnosis. 

Dr. Hirsch said regarding the differential diagnosis of mul¬ 
tiple sclerosis and general paresis, that he would like to ask 
how Dr. Sachs could distinguish multiple sclerosis from gen¬ 
eral paresis by the psychical symptoms. He knew of no such 
psychical symptoms. Nor could he understand how the dia¬ 
gnosis of multiple sclerosis could be made from the behavior 
and the expression. These symptoms were very well marked 
in general paresis. From the simple dementia up to the delu¬ 
sions of grandeur everything might be developed in general 
paresis that could be offered in psycho-pathology. The remis¬ 
sions referred to by Dr. Sachs would by no means exclude 
general paresis. While in many cases it was impossible to 
make the differential diagnosis between these diseases, the 
course of the disease was of some assistance. Multiple sclerosis, 
as a rule, lasted longer than general paresis. The inequality 
of the pupils, or of the two halves of the face, would be in favor 
of general paresis rather than of multiple sclerosis. 

Dr. Edward D. Fisher said regarding this matter of dia¬ 
gnosis by. the psychical symptoms, that in cases of multiple 
sclerosis there was often a blankness of expression when the 
face was at rest. The laughing and crying of these persons 
were often observed, but this was not a psychical state, because 
they did not while laughing or crying experience either joy or 
grief. 

Dr. Pritchard said that he had been interested chiefly in 
the form of the disease as observed in childhood. He had been 
at first much surprised to find that the disease was as common 
as was indicated by the number of reported cases, but on care¬ 
ful analysis a number of these cases had had to be excluded. 
There were still, however, 50 or 60 well authenticated cases on 
record. As to the relationship between cerebro-spinal syphilis 
and multiple sclerosis, there should be very little occasion for 
confusion in children. In differentiating in adults, the insom¬ 
nia, the nocturnal headache and the exacerbations of the one 
disease, were in marked contrast with the entire absence of 
periodicity or characteristic headache, or insomnia observed in 
cases of cerebro-spinal sclerosis. He thought Dr. Stieglitz 
had not laid sufficient stress on the differentiation of cerebro¬ 
spinal sclerosis from certain of the anomalous forms of so- 
called chorea. In a great many cases of supposed infantile 
cerebral palsy there was a condition corresponding exactly to 
the disease known as multiple cerebro-spinal sclerosis. 
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Dr. Stieglitz said that he had simply included in his paper 
those diseases which were represented in the literature by cases 
reported as multiple sclerosis, and in which, he thought, there 
was reason to believe the diagnosis might have been different. 

Dr. Sachs, in closing the discussion, said that it was for the 
purpose of bringing out the resemblance between multiple 
sclerosis and the forms closely related to it that this discussion 
had been planned. The case referred to in the paper in which 
Dr. Frankel had made the diagnosis of multiple sclerosis upon 
one symptom—the tremor—was instructive, as neither Dr. 
Dana nor himself had been able to make this diagnosis as they 
had not been able to see the patient when this tremor was 
present. He was positive that the case described in his paper 
was not one of general paresis, as some of the speakers seemed 
to think. The pupillary symptoms had remained practically 
normal from the beginning to the end, and the complete spastic 
paraplegia from 1889 to 1892. There had not been a particle 
of mental disturbance. The only differential diagnosis, it 
seemed to him> was between multiple sclerosis and cerebro¬ 
spinal syphilis. He could not allow that this was an ordinary case 
of general paresis. The difficulties of diagnosis were well ex¬ 
emplified in children. He had also seen the second case re¬ 
ported by Dr. Stieglitz, and at that time had been undecided 
as to whether the case was one of cerebellar ataxia or multiple 
sclerosis. He still thought that the optic atrophy and marked 
cerebellar gait were in keeping with the diagnosis of cerebellar 
ataxia. It was only on account of the presence of the peculiar 
tremor that he hesitated about the diagnosis. 


